EDITORIALS

An Essential Component of Training in Psychiatry
Postgraduate training in psychiatry in Canada is showing definite signs of differentiating into sub-specialty areas. In some of the larger residency programs, the trainee, having satisfied the Royal College "core" requirements, may opt for special, that is concentrated experience in child psychiatry, forensic psychiatry, consultation-liaison psychiatry, psychiatric research, social and community psychiatry, general psychiatry, and so on. This is not an exhaustive list, nor are these subjects offered evenly across all training centres and with the same names. Nevertheless, the trend is apparent and likely to gather momentum.
There are several reasons for this trend: 1. The increase in knowledge in some of the sub-specialty areas, for instance in psychopharmacology, has been sufficient that in order to master what is known and to keep abreast of what is being discovered, a degree of concentration is required which necessarily detracts from other areas of study. 2. Several of the burgeoning "new" fields have techniques of their own which can only be mastered by consistent practice and this takes time. This is true for instance of family therapy as practised by child psychiatrists. 3. There are urgent manpower needs in the country for experts in these various fields and it looks as though it is more cost-effective for the training programs to produce them than to produce stem psychiatrists who will take post-certification education in them or have to learn them on thejob. A Manpower Study Group in Psychiatry (Dr. J. Cleghorn, Chairman) in reviewing the psychiatric manpower needs of the Province of Ontario has recommended to its parent body, the Council of Ontario Faculties of Medicine, that the five training programs in Ontario be encouraged to embark on differentiated training of sub-specialists with all reasonable speed. The trend thus seems inevitable. In any case similar precedents have already been set in Medicine and Surgery and it seems more than likely that this trend will continue in Psychiatry and ultimately achieve recognition by the Royal College. Now, in the midst of these developments one of the Royal College Certification examiners, (Dr. Warme, on page 296 of this issue) calls our attention to what he sees as a deplorable lack of sophistication in the candidates in the areas of psychodynamics and psychotherapeutic knowledge. He implies that a similar deficiency in psychotherapeutic skills is to be expected as well. These areas, however, are the conventional areas of psychiatric 293 expertise. How should the profession respond to this? How are we to think about it and what are we to do about it, if anything?
It is reasonable, right off the bat, to wonder if the observation is valid. After all, Dr. Warme is an expert in these areas and if an equally expert behaviour therapist quizzed the candidates in his area he might very well voice a similar concern about their lack of sophistication in his field. May the observations then be no more than the well known examination artefact ofthe examiner who wants the candidate to be especially well informed in his own special area of interest? To settle this we would need a much more tightly structured study across several years, involving more than one examiner. Perhaps this would be undertaken in the future.
However, at an impressionistic level, there is an uneasy hunch that Dr. Warme's observation could be accurate. Reasons for this are as follows:
1. Senior psychiatric teachers of all persuasions (not necessarily psychoanalysts) commonly declare delight or dismay about residents' interpersonal skills or lack of them. This is an area which seems highly cathected by the majority of teachers and seems to draw-a disproportionately large share of teacher criticism, thus implying some degree of concern. 2. A mercifully small but very visible number of Canadian trained psychiatrists espouse naive and cultish therapeutic practices such as primal scream therapy or self-actualization therapy. This suggests a woefully inadequate understanding of the human psyche. 3. Considerable numbers of senior residents and recent certificants go to much trouble and (for the latter) expense to procure expert advice in tutoring in order to increase their psychotherapeutic and psychodynamic skills.
If, therefore, Dr. Warme is not too far off base, what are we to make of this? Is it reasonable to expect our training mosaic to produce graduates who will be all things to all men?
The essential dilemma was understood by L.S. Kubie some years ago when he pointed out that it is relatively easy to teach people about psychiatry but much more difficult to make them into psychiatrists.
If the term "psychiatrists" means anything at all, it means a medical specialist who is sophisticated in understanding, conceptualizing and favourably influencing aberrant human behaviour and experience. This knowledge and the skills that accompany it are our claim to specialty status and particularity. It is not an add-on or a Vol. 26, No.5 side line, it is basic. It is what the public and our medical colleagues expect us to possess and to practice -and they are right. The effects ofdrugs are not immune to the influences ofthe doctorI patient relationship as the literature on the placebo effect bears witness. Consultation and liaison functions disregard hidden attitudes, agendas and resistances to their peril. Even psychiatristadministrators who may not routinely encounter patients know that such matters as organizational systems, curricula, and budget policies are not devoid of the stuff of human foible and motivation. (One Psychiatrist-Dean of Medicine recently remarked that 80% of his problems were "people problems.") It would seem that with the possible exception of the psychiatrists who function in the air-conditioned and neon-lit world ofthe laboratory, we cannot escape from characterological and emotional variables. Perhaps even here this is not quite accurate since many animals -for example, dogs -have been known to contaminate experimental results by their reactions to their perceptions of the human experimenter. Certainly in psychotherapy they are the very stuff of the therapeutic enterprise.
There is little consensus on how to teach interpersonal skills and sensitivity and how to train a psychotherapist.
With regard to the latter, psychoanalytic training is an option that a good many psychiatrists have sought,and such training contains the elements of didactic teaching, supervised experience, and personal treatment experience, which form the template that most systems have traditionally followed. Various methods for accelerating and simplifying the process have evolved. Thus, sensitivity groups, group therapy and so on, have been substituted for personal analysis. Supervised experience has been objectified and mediated by such technical devices as video and audio recordings. Didactic courses are offered and are usually more broadly based than those in the psychoanalytic institute. But no matter what teaching techniques are used, the subject matter is more diffuse and problematical and the required skills more intuitive and empathic than those that are encountered in teaching, say psychopharmacology or psychiatric epidemiology.
DitIiculties notwithstanding, it is to be hoped that the interpersonal skills which are the unique and essential qualities of the psychiatrist will not be neglected in the swing towards sub-specialization. Were this to happen then we would have neuro-pharmacologists and neurophysiologists practising psychiatry to the neglect of the all important psyche.
R.C.A. Hunter, M.D.
"Antisocial Adolescents: Our Treatments Do Not Work -Where Do We Go From Here?"
This is indeed a timely article (p. 357)' in which Dr. Shamsie, who has had years of experience and special expertise with this problem, asks some crucial questions and draws some courageous conclusions. The problem is on the increase. In the U.S. between 1960 and 1974 violent crimes committed by those between 7 and 17 years tripled, and crimes against property doubled. Figures in Canada are similar. The increase for both types of crime is much greater for the adolescent than for the older age group. Deaths from violence, homicide, and suicide account for 75% of all deaths in adolescents. While figures for adolescent suicide are a gross underestimate, these have more than doubled in the past twenty years.
In the face of such alarming statistics not only psychiatrists and mental health workers, but all citizens must be concerned and ask how these problems may be prevented. In the meantime, psychiatry continues to be faced with the unenviable task of trying to "treat" a growing number of adolescents who frequently do not wish help. Dr. Shamsie confines his paper to an evaluation of the different therapeutic modalities used, and cites outcome studies for antisocial adolescents treated by case counselling, individual analytically orientated psychotherapy, behaviour therapy, group counselling, and institutionalization (training schools, milieu therapy, and therapeutic communities). He correctly concludes from the literature that, in general, all treatments used to date have been ineffectual and that some treatments, such as placing an adolescent in a training school, are actually harmful.
Dr. Shamsie goes on to suggest that the overall unsatisfactory results of treatment are due to our misperception of antisocial behaviour as a sickness. He feels that it would be more appropriate to view the problem as a defect of learning of socialization at an early age, and suggests that educational therapies based on social learning theory will be more efficacious than the older therapies.
There is a danger of simplifying a complex issue by postulating a single cause for antisocial behaviour and grouping those manifesting these behaviours into a single category. Most of the studies cited by Dr. Shamsie have done just this. The one study which attempted to make some differentiation between delinquents distinguished two groups: one was deemed suitable for individual psychotherapy and the other unsuitable. Not surprisingly, those considered to be suitable benefited from this therapy.
Dr. Rafael Lopez (Director of Children's Services at the Douglas Hospital in Montreal), who has had extensive experience with running a therapeutic community for acting out adolescents in Venezuela, in a personal communication wrote:
"There are many forms of therapeutic communities. One must describe the philosphy and content of anyone before one can study its therapeutic achievement. In Venezuela, we did a follow-up study of cases discharged three years previously from the therapeutic community.
